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Abstract
Objectives: This study is to explore the ocular manifestations, nutritional status and other
concurrent comorbidities of the HIV positive orphan in relation to gender.
Method: It is a cross sectional study done in one orphanage home in Yangon, Myanamr. 60
children included in the study. Data collection methods are record review, interview and
physical, anthropometric and ophthalmic examination. Pretested precoded profoma is used for
record review and record of examination findings. WHO BMI and MAC standard are used for
assessment of Nutritional status.
Results: 28 boys and 32 girls included in this study. Age ranged from 2 years to 15 years. 36
children are HIV stage 1, 16 in stage 2 and 7 in stage 3 and only one in stage 4. Nutritional
problem is seen in 60% of the children. Ocular morbidity is seen in only 3children (5.1%). Other
systemic comorbidities were seen in 23 children (37.7%). There are no significant differences in
CD4 count, HIV status and provision of ART among male and female children.
Conclusions: This study showed ocular manifestations in paediatric HIV population is low.
Majority of children had nutritional problems. Tuberculosis and otitis media were seen in small
proportion.
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Introduction
In Myanmar, the number of people living with HIV/AIDS (PLWHA) was estimated at
238,000 and 17,000 deaths due to AIDS- related diseases in 2009.1 Many innocent children
became orphans due to AIDS and even worst they were infected through pregnant mother to
child transmission. It is estimated that the worldwide number of paediatric HIV raced up to 2.5
million with newly infected cases of 370,000 in the year 2009.2 In 2008, there were total 39 cases
of paediatric HIV reported with 2.8% rate of mother to child transmission in Myanmar.1
In early era of epidemic, AIDS- related mortality and morbidity were high but with advent of
anti-retroviral therapy it was dramatically reduced notably in past decade. ART had changed the
survival and pattern of disease among people living with HIV/AIDS (PLWHA) including
children. Care of PLWHA especially children is important to make them independent and
leading a productive life in the future.
Although low birth weight is not attributed to HIV infection of the baby born to HIV
positive mother, it contributes to growth failure in children. Failure to thrive is seen in 20-70% of
infected children.3 Under nutrition rates among HIV children are increasing and orphans are
mostly affected.4 As malnutrition is a contributing factor to onset of immune deficiency and
opportunistic infection, it is important indicator for comorbidity and mortality of HIV infected
children.
Keeping in mind of these facts, there are concerns for the orphanage children who are
HIV positive. Being marginalized through stigma and discrimination, these vulnerable children
face several challenges particularly lack of access to basic care and preventive needs. But there is
no study and publication in that area in Myanmar. This study fills the gap by assessing the ocular
and other comorbidity together with their nutritional status of HIV positive children.

Materials and Methods
A total of 60 children from Orphanage Home for HIV positive children in Yangon,
Myanmar were involved in this study. All of them were born from sero-positive mothers and
they were diagnosed by screening test (ELIZA) and confirmed by western blot test. The exact
age of sero-positivity was not available as most of them became orphans during early childhood.
All children underwent complete ophthalmic examination which included best corrected
visual acuity, adnexal examinations, ocular motility, anterior segment examination, pupillary
light reflexes and posterior segment examination using slit lamp, 90D lens and indirect
ophthalmoscope. Visual acuity testing was done using Snellen chart. Landolt C Chart was used
for younger children between 2 to 5 years.
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Data collection method included record review, interview, physical and anthropometric
measurements. WHO BMI and MAC standard are used for nutritional assessment. For HIV
staging, revised clinical staging and immunological classification of HIV related disease in
children WHO 2007 was used.

Results
General:
Of 60 HIV positive orphans examined in this study, there were 28 boys and 32 girls. Age
ranged from 2 years to 15 years, 26.7% were under five, majority 56.7% were between 6-10
years and 16.6% between 11-15 years of age. There was higher proportion of female (61.4%) in
older age group (above 5 years old) compare to that of male (38.6%). Regarding the clinical
staging of HIV, 36 children (60%) were in stage 1, 16 (26.7%) in stage 2 and 7 (11.7%) in stage
3 and only one (1.7%) in stage 4.
All children were on regular follow up with the clinical service centres run by both
government and non-governmental organizations and were monitored for CD4 counts and
systemic manifestations. Antiretroviral therapy (ART) was started whenever necessary. Recent
CD4 count is not available in 18 children (30%) as it was kept in health office record for the
clinic and not informed to care-givers. Among 42 children whose recent CD4 count available,
only 3 children (5%) has low CD4 less than 200 and 39 (65%) has CD4 above 200. Out of 60, 45
children (75%) were currently on ART with duration ranged from 6 months to 3 years. There
were no significant differences in CD 4 count and HIV staging among male and female.
Ophthlmic:
A total 102 eyes of 51 children (85%) showed a best corrected visual acuity of 6/12 and
better. 8 eyes had visual acuity ranged from 6/18 to 6/60. One children had one eye blind (no
perception of light) and 3/60 in the other eye.
Only 3 children (5.1%) have ocular manifestations. Case one presented with ocular
adnexal involvement with extensive molluscum contagiosum infection. Case two had old
geographical corneal scar in left eye. Case three had bilateral involvement. Right eye showed old
tractional retinal detachment involving the macular area and left eye had perivascular sheathing.
Others:
Nutritional problem is seen in 60% of the children. Although overweight and obesity is
not common among HIV positive children, (10%) of children in this study were in this category
and 50% were either under nutrition or malnutrition; specifically 23.3% had malnutrition and
26.7 % had under weight, while 8.3% found to be overweight and 1.7% found to be obesity. It
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was found that 45% of children were stunted and 18.3% were short stature. No significant
difference in nutritional status nor proportion of short stature and stunted was seen among boys
and girls. There is no association of HIV staging and nutritional status.
Systemic comorbidities were seen in 24 children (40%), 16 (26.6%) had chronic otitis
media and 8 (13.3%) had pulmonary tuberculosis receiving antituberculous therapy. Out of 8
children with TB, 5 of them were taking ART at the time of examination. There were three
children who were not on ART, two had recent CD4 results which were 229 and 433; the other
one did not have recent CD4 count, was 2 years old and found to be underweight. It was said he
was on regular check up and due to his CD 4 count and general condition doctor decided not to
start ART. Among 5 children receiving ART with HIV-TB coinfection, two were malnourished
and one was underweight. A boy who was 8 years old with stage 4 disease was found to be
malnourished and his CD4 count was 16. He had nephropathy and had ocular involvement in
both eye (Case Three). The rest of HIV- TB coinfection children had CD4 count higher than 200.
Since there were only 8 TB patients, statistical application cannot be made to explore the
association with socio demographic characteristics.

Discussion
Among the study children, there is higher proportion of female (61.4%) in older age
group (above 5 years old) compare to that of male (38.6%). Although acceptance criteria for
male and female were the same, why female patient reach to orphanage at older age compare to
male is quite interesting. Is it due to delay diagnosis? Or is it due to more protection by society
for female? These are the things to explore.
Paediatric cases of AIDS were first reported in 1982.5 Since then there were growing
number of cases worldwide. Paediatric HIV differs from that of adult in various ways including
mode of transmission of infection, incubation period and clinical course.6 19% of paediatric HIV
cases acquired infection through transfusion of blood and blood products whereas 78% were
infected perinatally.6 It was evident that virus can be transmitted via transplacental route7,8 as
well as postnatally through breast milk.9,10 With specific ART, risk of mother-to-child
transmission (MTCT) is approximately 5% in breastfeeding mothers and is less than 2% in nonbreastfeeding populations. However the risk of MTCT is increased to 20% to 45% without
intervention.11 In this study, all 60 children were infected from pregnant mother to child
transmission. That shows the needs for strengthening of antenatal HIV screening and prevention
of mother to child transmission (PMCT) activities.
Majority of children (60%) were still asymptomatic. The average age of onset of
symptoms in perinatally infected infants is 9 months although few children can be asymptomatic
for years.6 In children the incubation period has increased with each surveillance year which may
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even longer than 7 years.12 The orphans included in this study, although infected perinatally from
seropositive pregnant mother only 40% is symptomatic. Detail study on incubation period for
AIDS in children infected with HIV perinatally will give supportive information for evaluation
of ART therapy.
This study revealed that ocular involvement is 5.1%. Summary of three patients with
ocular involvements is shown in Table 1. Various study reported that incidence of ocular
manifestations in paediatric HIV between 20- 54% 6, 13, 14,15 It is postulated that two mortality
peaks associated with perinatally infected children, one at the age of seven months and another
between two and three years.16 Generally, older children who survived beyond three years had
better prognosis.16 All children in our study were older than 3 years except two children who
were between 2-3 years at the time of examination. Some of the ocular manifestations are
temporary in nature therefore the proportion of ocular manifestations in those who survived from
the two mortality peak may lower than that of children at the peak. That is the reason the
proportion of the children with ocular manifestation is lower than other study. Another
possibility is examination was done once and statistics may higher if there is follow up
examinations.
The first patient presented with ocular adnexal involvement. She is 6 years old girl with
stage 2 disease. She has extensive infection with molluscum contagiosum involving eyelids and
face. (Figure 1) Her CD4 count is 78, currently on ART. Molluscum contagiosum is a highly
contagious dermatitis caused by a poxvirus. Both the skin and the mucous membranes may be
affected with painless small and multiple umbilicated lesions. In HIV positive persons,
molluscum contagiosum are more common and tends to be more extensive with larger, more
numerous, and more rapidly growing lesions.17 Eyelid involvement is seen in up to 5 % of HIV
positive patients.18 There were studies reported that molluscum contagiosum lesions of the eyelid
presented as the initial manifestation of HIV.19,20
Case two is 11 years old boy who has healed geographical corneal scar in left eye, CD4
count is 1303 with stage 2 disease, not on ART at the time of examination. Corneal infections
occur in less than 5 percent of HIV-infected patients21. Varicella–zoster virus and herpes simplex
virus are the most common causes of infectious keratitis.22 Keratitis related to varicella–zoster
virus infection is often characterized by the presence of herpes zoster ophthalmicus, although the
dermatitis may be mild or even absent.23,24 Herpes simplex keratitis is usually associated with
corneal scarring.22
Case three is 8 years old boy. Relative afferent pupillary defect was detected in his right
eye. Dilated fundus examination revealed pale optic disc and old tractional retinal detachment
involving macular area in right eye resulting in blindness in that eye (Figure 2A) which was
undiagnosed. The fellow eye had feature of perivascular sheathing in the fundus (Figure 2B).
There were no signs of active inflammation detected in both eyes. He was in stage 4 disease
with low CD4 of 16, being treated with ART for more than a year. He had systemic comorbidities such as nephropathy and tuberculosis receiving antituberculous treatment currently.

Vol. 4 No. 6 (2012)

1250 International Journal of Collaborative Research on Internal Medicine & Public Health
The exact cause of tractional retinal detachment remains uncertain but perivasculitis may be
possible explanation. Another possibility is periphlebitis of the retinal blood vessels related to
systemic tuberculosis. One study reported that perivasculitis of peripheral retinal vessels is the
most common finding in paeditric African population, observed in 38% of patients.13 None of 60
HIV seropositive children in this study showed cotton wool spots and CMV retinitis, the most
common ocular manifestations in adults and it correlates with other studies done in paediatric
HIV groups.13,14
Regarding the nutritional status, like in other countries3,25,26 proportion of mal nutrition
were high (23.3%) in this study. This study conducted the anthropometric measurement for once
and cannot observe the trend of changes in weight and height. Regular growth and development
monitoring of children especially those (26.7%) who were detected as underweight from this
study, is necessary to detect progress of the treatment as well as nutritional status.
Although overweight and obesity is not common among HIV positive children, one study
pointed out that fat deposition can occur as side effect of HAART.27,28 Therefore those children
who were overweight (8.3%) and one child who was obese (1.7%), should not be neglected. This
study did not detect lipid profile and measure lean body mass, however if financial situation and
available facilities are favourable these test are worth trying to detect the side effect of HAART.
Regarding height for age, the proportion of short stature (18.3%) and stunted (45%) were
similar to Nigerian study25 but lower than that of Malawi orphan26 and higher than that of orphan
in china29. Short stature may link to genetic condition and it is difficult point out the influence of
HIV on growth or genetic factor. Many studies showed that HIV positive orphans are more
vulnerable to develop malnutrition and growth failure and emotional support from care givers is
necessary to reduce it.25,26,29
Other systemic comorbidities observed in our study were otitis media and pulmonary
tuberculosis. In HIV infected children, Severe recurrent infections such as otitis media , sinusitis,
and pneumonia caused by routine bacteria such as Haemophilus influenza and Streptococcus
pnemoniae have been reported as a characteristic of paediatric HIV disease30 and are common,
more persistent and refractory to treatment.31,32 Since this is the cross sectional study, the
examination of the children was done once therefore acute infection might not be present at the
time of study.
A total of 16 children (26.7%) had chronic recurrent otitis media but aetiological agents
were not identified due to lack of laboratory resources as well as restraint of funding. This
proportion was higher than the study done in India where 8.1% of children attending an HIV
clinic in Chennai had ear infection.32
Pulmonary tuberculosis co-infection was present in 8 children (13.3%) Details of HIVTB coinfection cases are summarized in Table 2. The proportion in this study was lower than
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that of Nigerian study33 and that of the studies done in India32,34 where the proportion were 19.5
%, 55% and 67% respectively. Despite half of the children in this study were either underweight
or mal nourished, majority of children were still free of TB. Myanmar is one of the countries
having rates of HIV higher than 1% in general population and the highest HIV/TB coinfection
rates in South East Asia region.35 It is well known that tuberculosis is serious threat to PLWHA.
Children also have an increased risk of developing primary progressive TB because of the
associated severe immune suppression resulting from their young age and HIV. Extrapulmonary
TB is seen more often in HIV-infected children.36 Tuberculosis can be the first manifestation of
AIDS and one of the leading causes of death37. Thus early detection and appropriate treatment is
important. Continuous monitoring of weight is the best option for early detection of tuberculosis
as severe weight loss can be the only clinical feature of co infection of TB in HIV positivie
children37.
Nephropathy is seen in a child (case three with eye involvement) with stage 4 disease
with CD4 count 16 who had pulmonary tuberculosis and ocular involvement as well. In
approximately 15% and 5% of HIV-infected children with AIDS and those without AIDS,
respectively, the disease progresses to HIV nephropathy. HIV nephropathy is more common in
African American children than in others.38
There were no significant difference in HIV status, nutritional status, and access to ART
of boys and girl in this orphanage. That is a good sign for gender equality.

Limitations of the Study
There were limitations to this study. First, we could not obtain the data regarding the
treatment with ART in infancy which influence the clinical outcome. Second, previous CD 4
count before ART treatment was not available so that effect of treatment on CD 4 count cannot
be analysed. Third, but not the least, this study is done in orphanage home so that it reflects the
picture of institutional life of HIV positive orphanage children and finding may or may not be
generalized to all HIV positive children.

Conclusion
In this orphanage, HIV positive children were well taken care and arranged for ART
treatment. There is no gender difference in availability of services as well as morbidity of
children. However, being a cross sectional study, serial monitoring of nutritional status and
ocular examination of the children cannot be done, thus cannot get the complete picture of
nutritional situation of the children. It is recommended that future study of this kind should do
serial physical examination, records review for information about past infection as well as trend
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of growth and development. Findings from this study pointed out importance of regular
monitoring of growth and nutritional status as well as regular ocular examination of the children.
It also pointed out to pay attention on over nutrition as well as under nutrition.
Conflict of Interest: None declared.

References
1. Ministry of Health (2010) UNGASS Country Progress Report Myanmar. Available at:
http://www.unaids.org/en/dataanalysis/monitoringcountryprogress/2010progressreportssu
bmittedbycountries/myanmar_2010_country_progress_report_en.pdf. Accessed July 20,
2011.
2. Global Report UNAIDS - Report on The Global AIDS Epidemic 2010. Available at:
http://www.unaids.org/globalreport/documents/20101123_GlobalReport_full_en.pdf
accessed 12 Nov 2011.
3. Isanaka S, Duggan C, Fawzi WW. Patterns of postnatal growth in HIV-infected and HIVexposed Children. Nutr Rev. June 2009 ; 67(6): 343–359. doi:10.1111/j.1753-4887.
4. UNICEF.HIV
and
Nutrition.
Available
at
http://www.unicef.org/nutrition/index_HIV.html Accessed October 23,2011.
5. Centers for Disease Control. Unexplained immunodeficiency and opportunistic infect
ions in infants New York, New Jersey, California. Mortal Morb Wkly Rep 1982;31:665667
6. Dennehy PJ, Warman R, Flynn JT, Scott GB, Mastrucci MT. Ocular manifestations in
paediatric patients with Acquired Immune deficiency syndrome. Arch Ophthalmol 1989;
107:978-982
7. Lapoite N, Michaud J, Pekovic D, Chausseau JP, Dupuy JM. Transplacental transmission
of HTLV-III virus. N Engl J Med. 1985;312:1325-1326.
8. Jovaisas E, Koch MA, Schafer A, Stauber M, Lowenthal D. LAV/HTLV-III in 20 week
fetus. Lancet. 1985;2:1129.
9. Ziegler JB, Cooper DA, Johnson RO, Gold J. Postnatal transmission of AIDS-associated
retrovirus from mother to infant. Lancet. 1985;1:896-898.
10. Thiry L, Sprecher-Goldberger S, Jonckheer T, et al. Isolation of AIDS virus from cellfree breast mlik of three healthy virus carriers. Lancet. 1985;2:891-892.
11. World Health Organization PMTCT Strategic Vision 2010- 2015. Available at :
http://www.who.int/hiv/pub/mtct/strategic_vision.pdf accessed 14 Nov 2011.
12. Rogers MF, Thomas PA, Starcher ET, Noa MC, Bush TJ, Jaffe HW. Acquired
Immunodeficiency Syndrome in Children: Report of the Centers for Disease Control
National Surveillance, 1982 to 1985. Paediatrics. June 1987; 79(6): 1008-1014

Vol. 4 No. 6 (2012)

1253 International Journal of Collaborative Research on Internal Medicine & Public Health
13. Kestelyn Ph, Lepage Ph, Karita E, Van de Perre P. Ocular manifestation of infection
with human immunodeficiency virus in an African paediatric population. Ocular
Immunology and Inflammation 2000; 8: (4): 263-273.
14. Ikoona E, Kalyesubula I, Kawuma M. Ocular manifestations in paediatric HIV/ AIDS
patients in Mulago Hospital, Uganda. African Health Science 2003; Vol 3 No 2 :83-86
15. Padhani DH, Manji KP, Mtanda AP. Ocular manifestations in children with HIV
infection in Dar es Salaam, Tanzania. Journal of Tropical Paediatrics Volume 46, Issue
3, 145-148.
16. Parks WP, Scott GB. An over view of pediatric AIDS: approaches to diagnose and
outcome assessment. In: Borders S, ed. AIDS Modern Concepts and Therapeutic
Challenges.New York, NY: Marcel Dekker Inc; 1987:245-262.
17. Tschachler E, Bergstresser PR, Stingl G. HIV-related skin diseases. Lancet 1996; 348:
659-63.
18. Bardenstein DS, Elmets C. Hyperfocal cryotherapy of multiple Molluscum contagiosum
lesions in patients with the acquired immune deficiency syndrome.
Ophthalmology
1995; 102: 1031-1034.
19. Leahey AB, Shane JJ, Listhaus A, Trachtman M. Molluscum contagiosum eyelid lesions
as the initial manifestation of acquired immunodeficiency syndrome. Am J Ophthalmol
1997;124:240-241.
20. Biswas J, Therese L, Kumarasamy N, Solomon S, Yesudian P. Lis abscess with extensive
molluscum contagiosum in a patient with acquired immunodeficiency syndrome. Ind J
Ophthalmol 1997;45:234-236.
21. Akduman L, Pepose JS. Anterior segment manifestations of acquired
immunodeficiency syndrome. Semin Ophthalmol 1995;10:111-8.
22. Banker AS, Chauhan R, Banker DA. HIV and opportunistic eye diseases. Expert Rev.
Ophthalmol. 2009;4(2), 173-185
23. Karbassi M, Raizman MB, Schuman JS. Herpes zoster ophthalmicus.
Surv Ophthalmol 1992;36:395-410.
24. Silverstein BE, Chandler D, Neger R, Margolis TP. Disciform keratitis: A case of herpes
zoster sine herpete. Am J Ophthalmol 1997;123:254-5.
25. African Network for the Care of Children Affected by AIDS (ANECCA). Handbook on
Pædiatric AIDS in Africa. July 2006; Kampala, Uganda retrieved from www.anecca.org
and www.rcqhc.org.
26. Panpanich R, Brabin B, Gonani A & Graham S. Are orphans at increased risk of
malnutrition in Malawi? Annals of Tropical Paediatrics. March, 1999; 19: 279- 285
27. Miller TL, Somarriba G, Kinnamon DD, Weinberg GA, Friedman LB and Scott GB. The
Effect of a structured exercise program on nutrition and fitness outcomes in human
immunodeficiency
virus-infected
children.
AIDS
Research
and
Human
Retroviruses.2010; 26 (3): 313-319. Doi: 10.1089=aid.2009.0198
28. Contri p V, Berchielli EM, Tremeschin MH, I Negrini BV M, Saloma˜o RG & Monteiro
JP. Nutritional status and lipid profile of HIV-positive children and adolescents using

Vol. 4 No. 6 (2012)

1254 International Journal of Collaborative Research on Internal Medicine & Public Health
antiretroviral
therapy.
CLINICS
2011;66(6):997-1002.
DOI:10.1590/S180759322011000600013
29. He Z & and Ji C.Nutritional status, psychological well-being and the quality of
life of AIDS orphans in rural Henan Province, China. Tropical Medicine and
International Health. october 2007, 12 (10) :1180–1190 . doi:10.1111/j.13653156.2007.01900.x
30. Church JA. Clinical aspects of HIV /AIDS infection in children. Paediatr Ann 1993;22
(7).
31. Bernstein LJ, Krieger BZ, Novick B et al. Bacterial infection in the acquired immune
deficiency syndrome of children. Paediatric Infect Dis 1985 (4); 472-475.
32. Madhivanan P, Mothi SN, Kumarasamy N et al. clinical manifestations of HIV infected
children. Indian Journal of Paediatrics, Vol 70-August, 2003; 615-620.
33. Okechukwu AA, Okechukwu OI. Clinical correlate of tuberculosis in HIV co-infected
children at the University of Abuja Teaching Hospital, Gwagwalada, Nigeria. Nigerian
Journal of Clinical Practice .Apr-Jun 2011; 14 (2): 206-211
34. Biswas J, Madhavan Hn, George AE, Kumarasamy N, Solomon S. Ocular lesions
associated with HIV infection in India: a series of 100 consecutive patients evaluated at a
referral center. Am J Ophthalmol. 2000 Jan;129(1):9-15.
35. WHO:
Tuberculosis
in
South-East
Asia.
Available
at:
http://www.searo.who.int/en/Section10/Section2097/Section2100_10639.htm updated 12
March 2009, accessed 12 Nov 2011
36. Tindyebwa D, Kayita J, Musoke P, Eley B, Coovadia H, Bobart R, et al. Handbook on
Paediatric AIDS in Africa by the African Network for the Care of Children Affected by
AIDS. Revised edition July 2006. p. 124. Available at:
http://www.rcqhc.org./index.php?option=com_content&view=article&id=62&Itemid=13
0
37. Ogbole, O.O., & Ajaiyeoba, E.O. (2010). Traditional Management of Tuberculosis in
Ogun State of Nigeria: The Practice and Ethnobotanical Survey. Afr J Tradit Complement
Altern Med, 7(1), 79-84
38. Rivera DM, Abdelmalek M, Butler DF, Frye RE, Greenfield RA, Heymann WR,
Loosemore M: Paediatric HIV Infection Clinical presentation. Available at
http://emedicine.medscape.com/article/965086-clinical#a0256 updated 12 October 2011,
accessed 14 Nov 2011.

Vol. 4 No. 6 (2012)

1255 International Journal of Collaborative Research on Internal Medicine & Public Health
Table 1: Ocular lesions in HIV- serpositive orphans
Sex/Age (years)

Stage

F/6

2

M/11
M/8

Ocular Findings

CD4 Counts

ART

Extensive molluscun infection
over face and eyelids

78

(+)

2

Left geographical corneal scar

1303

(-)

4

Right eye - blind, pale optic disc
Tractional membrane over macular area
Left eye - perivascular sheathing

16

(+)

Table 2: Clinical summary of HIV/TB co-infection cases
Sex/Age (years)
M/2
F/2
M4
F/6
F/6
M/8
F/10
F/15
NA - Not Available

Stage
3
3
3
3
3
4
3
3

CD4 count
NA*
433
685
290
301
16
229
203

ART
(-)
(-)
(+)
(+)
(+)
(+)
(-)
(+)

Nutritional status
Underweight
Underweight
Normal
Malnutrition
Underweight
Malnutrition
Normal
Underweight
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Figure 1. A girl with extensive molluscum contagiosum lesion
F

Figure

A

B

Figure 2. Fundus appearance of ocular case three: A. Right eye B. Left eye
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